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F 000 | INITIAL COMMENTS

During complaint investigalion numbers
TNO0025518,TNO00255192, TNO0025744, |
TNODD25582, TNOD026449, conducted on August
24, 2010, through October 7, 2010, at
Generations of Spencer, no deficiencies were
cited in relation to the complainis under 42 CFR
PART 482,13, Requirements for Long Term

Care.

An investigation for complaints TND0026703 and
TN00025564 was conducted August 24, 2010,
through October 7, 2010, F226 was citeda D, |
Level.

An investigation for complaint TN00026809 was

: conducted October 5 through 7, 2010. The
investigation determined the facility failed to
prevent an elopement (off the facility property) for
one resident (#11). The facility's failure lo prevent
the elopement placed one resident (#11) in
Immediate Jeopardy.

The Administrator, Assistant Administrator, and
the Director of Nursing were noiified of the
Immediate Jeopardy and Substandard Quality of
Care on Oclober 6, 2010 at 3:30 p.m., in the
Administralors office. A partial extended survey
was conducted on October 7, 2010,

The Immediate Jeopardy at F 323 cited ata "J"
level was effective from September 12, 2010
through October 6, 2010, and was removed on
October 6, 2010, based on corrective actions
implemented and verified through observations,
interviews, policy review, and verification of staff
in-service on site hy the surveyer on October 7,
2010. Non-compliance continues ata "D" (no
harm with potential for more than minimal harm
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iffg with an asteris¥ (*) denotes a deficiency which the inst[iu% may be excusedrom correcting providing itis determined thal
s provide suffitjent prateglien'o the palients. (See inslruclions.) Excepl fof hursing homes, the findings stated above are disclosable 90 days

following the data of survay wheller or not a plan of correcion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dala these documenls are made available lo the facility. If deficiencies are clied, en approved plan of coriection is requisite to continued

program participation.
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that is nol an Immediate Jeopardy) level for
| monitoring of Qualtity Assurance corrective
i actions. The facility is required to submit a plan of
i carrection.

F 226 ; 483.13(c) DEVELOP/IMPLMENT

35:[)5 ABUSE/NEGLECT, ETC POLICIES

|
'

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is hot met as evidenced
by:

Based on medical record review, review of the
facility investigation, policy review, review of
personnel files and interview, the facility failed to
implement the Abuse policy for three (#3, #4,
#10) of sixteen residents reviewed.

The findings included:

| Resident #3 was admitted to the facility on March
i 18, 2010, with diagnoses including Traumatic
 Brain Injury, Dementia, Aphasia, and Psychosis

, and expired on May 1, 2010.

|

: Medical record review of the Minimum Data Set
dated March 31, 2010, revealed the resident had
shart and long term memory impairment and
severely impaired cognitive skills for decision
making.

Review of the facility investigation dated April 12,
2010, revealed an allegation of verbal abuse
towards resident #3 was made on April 10, 2010,
Continued review revealed "Nursing Assistant
(NA) #1(accused) and Certified Nursing Assistant

F 000
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The requirement was not met as |10/08/10
evidenced by: The facility
failed to implement abuse policy
for three of six residents
reviewed. Staff was in-serviced
on 04-12-10 through 04-13-10 by
the director of nursing, R.N,,
on reporting abuse to facility
management (see attachment A)

An additional in-service review
was conducted on 04-23-10 for
all staff veportimg abuse to
facility management. (See
attachment B) A new staff
orientation protocol was
implemented on 10-08-10 to
include additional training in
reporting sbuse to facility
management policy for all new
hires. (see attachment C) The
human resource director, L.P.N.
wlll complete the new orlentatiq
training on all new hires
effeetive 10-068-10, Approximatel
10% of staff, C.N.A.s and L.P.N’
were interviewed at random on
each shift on 04=12-10 for knowledge
of abuse or neglect. Of the.staff
intexviewed, all denied any
knowledge of abuse or neglect
as evident through a written
statement. Social sexvice directior
continue o NeXT Page....ciuiaaas .
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#2 came from the dining room with (resident) lo in conjunction with case manageys
put (resident) back in bed, we went in and {the interviewed 1007 of residents
resident) turned around and made a mean face at on 04-12-10 and 04-13-10 throug
( Nursing Assistant #1), (Nursing personal interviews, The interviews
Assistant #1) made a mean face back and call consisted of verbal questioms,
(resident) a *** freak." Continued review revealed visual evaluations of changes 17
the investigation was not initiated until April 11, mood, eye contact, soclal
2010, when it was reported to the Director of interaction and facial expressiogs,
Nursing. lso further evaluation of physigal
gigns of abuse were performed by
”EI?evieW of the facilily abuse policy revealed , the treatment nurse, L.P.N., via
I ...Employees, facility consultants and or skin assessment. The skin
attending Physicians must report any suspected assessment will continue to be
ibus_e or lnmdet?!s ?T abuse to the Director of performed weekly on each resident.
ursing promptly... 0f the 1007 of resldents intexviewed
Review of Nursing Assistant #1 personnel file there were no signs of abuse ox
revealed no previous allegations of abuse and NA neglect, Quarterly in-service will
i#1 was suspended April 12, 2010, and did not be held for all staff in regarde
! raturn to wark. to policy and procedure for abuge,
neglect, and reporting effective
Interview with Gertified Nursing Assistant #2 on 04-23-10 by soclal service direqtor.
’Augum 25, 2010, at 10:00 a.m., in the Director of The quallty assurance director, [L.P.N,
Nursing office confirmed on April 10, 2010, will provide oversight and monilfor
witnessed Nursing Assistant #1 "make mean face for compliance of the abuse policy
back and call (resident) a *** freak in a non joking through 207 of residents and 10% of
manner”, and thought the incident was reported ataff interviews monthly for thiee
the next day bui was unable to recall fo whom, months, following each mew hire
and did not report the incident immediately. within the first thirty days and
. L . seml-annually thereafter, effectlive
[Telephone Interview with ],lcensed Practical 10-08-10. The quality assurance
! Nurse #3 (on duty at the lime of allegation) on director, L.P.N. will report all
l)'%ugust 25, 2010, at 1:00 p.m., was unable to £indin h 1
| ; . ; g8 to the quality assurange
 recall any details of the allegation and unsure if tt ded. Social
| the Director of Nursing was notified at the time of GAUML S, S0 MERL e HOTR
' the incident. gservice ﬁirector in conjunctlon
i with case managers will meet
! Interview with the Director of Nursing on August with each resident twice monthly
i 25, 2010, at 10:30 a.m., in the Director of Nursing to evaluate for changes in mood,
‘ continue to next page..... Lavaes
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 office, confirmed the allegation of verbal abuse
was witnessed on April 10, 2010, and was not
reported to Administration until April 12, 2010,

Continued interview revealed NA #1 was
suspended April 12, 2010, and did not return to
work.

Resident #4 was admifted to the facility on
January 29, 2010, with diagnoses including
Schizoaffective Disorder, Psychosis, Diabetes
and Hepatitis C.

Medical record review of the Minimum Data Set
dated February 11, 2010, revealed the resident
had long and short term memory impairment and
-rmoderately impaired cognitive skills for decision

. making.

i Medical record review of the facility investigation
lI dated April 11, 2010, revealed Certified Nursing
. Assistant #6 reporied an allegation of verbal
abuse towards resident #4. Continued review
revealed "Nursing Assistant #1 (accused) and
Centified Nursing Assistant #6 was changing
(resident) and (resident) stated would
rather...back to bed...(Nursing Assistani #1) said
to (resident) ‘what the...your not going back to
bed...told (resident) if (resident) went back to bed
(Nursing Assistant #1) wasn't getting (resident)
back up when (resident) wanted up..."

Telephone Interview with Licensed Praclical
Nurse #3 (on duty at the time of allegation) on
Augusi 25, 2010, at 1:00 p.m., was unable to
recall any delails of the allegation.

Telephone interview with Certified Nursing

and the abuse policy was not implemented timely.

eye contact, soclal interactilons
and facial expressions, reporting
any changes to the resident's
charge nurse, L,P,N, The facility
process/ chain of command for
reporting and time frames to repprt
an allegation of abuse, neglect pr
misappropriation of funds iz staff,
facility consultants and attendipg
physicians must report any suspefted
abuse or incidents of abuse to the
director of nursing, R.N. promptly.
In the absence of the director o
pursing, R.,N. such reports are t
made to the nurse supervisor, L.
on duty.The administrator and
director of nursing, R,N, must b
promptly notified of suspected
abuse or incldents of abuse., If
such 1nclidents occur or are
discovered after hours, the
administrator and director of
rursing, R.N. must be called at
home or be paged and informed of
such incidents. When an alleged
or suspected case of mistreatmenf,
neglect, injuries of an unknown
source, or abuse 18 reported, thg
facility administrator, or his/her
designee, will notify the
appropriate agencies and personst
Abuse must be reported lmmediately
and a completed copy of the "
resident abuse report form" and
written statements from witnessep,
if any, must be provided to the
administrator within 72 hours of|-
continue €o next page, ..., Lrries
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Assistant #6 on September 16, 2010, at 4:35
p.m., confirmed on April 11, 2010, Certified

Nursing Assistant #6 wilnessed Nursing Assistant

#1 tell the resident "what the ...your not going

back to bed ...teld (resident) if (resident) went

! back to bed (Nursing Assistant #1) wasn't getting

' (resident) back up when (residenl)wanted up...”

1 Further interview confirmed Gerlified Nursing

‘ Assistant #8 was unsure 10 whom or when the
incigent was reported,

Interview with the Director of Nursing on August
25, 2010 at 10:30 a.m.,, in the Director of Nursing
office, confirmed the allegation of verbal abuse
was witnessed on April 11, 2010, and was not
reported to the Director of Nursing until April 12,
2010, and the abuse policy was not implemented
timely. Further interview confirmed Nursing
Assistant #1 was suspended on April 12, 2010
and did not return to work.

Resident #10 was admitted to the facility on
December 11, 2007 with diagnoses including
Dementia, Mental Retardation, and Diabetes.

Medical record review of the Minimum Data Set
dated March 3, 2010, revealed the resident had
} long and short term memory impairment and

: moderately impaired cognitive skills for decision
iwmkhg_ l

Medical record review of the facility invesligation
completed on Augusi 30, 2010, for an incident
dated April 10, 2010, revealed Certified Nursing
Assistant #2 reporied an allegation of verbal
abuse and inappropriate touching of resident #10
on April 12, 2010, according to Certified Nursing

the occurrence of such incident.
An immediate investigation will
be completed and a copy of the
findings of such investigation
will be provided to the administirator
within three working days of the
occurrence of such incildent.
There are IDT meetings daily,
Monday through Friday to review
incident reports and place
interventlons as needed.

The direct care staff, C.N.A., L
R.N, will complete interventions
placed by the IDT and evaluate
daily for effectiveness of
interventions and verbally report
findings to the directox of
nursing, R.N, The director of nufrsing,
R.N. will evaluate the effectlvehess
of interventions put in place fop
each regident and review findings
during the daily IDT meeting. Thpg
director of nursing, R.N. will
also present information to the
quality assurance committee,
monthly. The quality assurance
director, L.P.N. will trend
information on staff awareness
and any new complaints monthly.

N -
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Assistant #2. Continued review revealed "We
(accused and Certified Nursing Assistant #2)
went to (resident's) room to put (resident) to bed
and (Nursing Assistant #1) poked (resident's)
belly and (resident) poked (Nursing Assistant #1)
chest and (Nursing Assistant #1) said stop in a
playful manner then poked (resident) again and
(resident) poked (Nursing Assistant #1) back.
Then (Nursing Assistant #1) took (resident's)
handkerchief and waved it in front of {resident's)
face and told (resident) to say tell me how bad
you want fo go to bed, (and) resident said bad
..resident's hand went up Nursing Assistant #1
shirt.

{ Review of the faciiity abuse policy revealed
"...Employees, facility consultants and or
attending Physicians must report any suspected
abuse or incidenls of abuse to the Director of
Nursing promptly..."

Interview with Certified Nursing Assistant #2 on
August 25, 2010, at 1000 a.m., in the Direclor of
Nursing office confirmed the events of the above
incident. Continued interview confirmed this was
reported to Adrninistration on April 12, 2010.
Interview with the Administrator, Assistant
Administrator and the Director of Nursing on
August 25, 2010, at 11:00 a.m., in the office
revealed no knowledge of the above incident,
and no investigation was initiated prior to August
25, 2010.

G/O TN000026703 and TNOD025564

483,25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/IDEVICES

i The facility must ensure (hat the resident
| environment remains as free of accident hazards

i as is possible; and each resident receives

F 226

F 323

POC #2

The requirement is not met as
evidenced by the facility failed
to prevent the elopement of resi
#11, one of sixteen residents

reviewed,
continue to next pag

e

dent
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adequate supervision and assistance devices to

: prevent accidents.

This REQUIREMENT is not met as evidenced
by,

Based on medical record review, policy review,
review of Environmental Check sheets, review of
Safety Cornmittee minutes, observation and
interview, the facllity failed to prevent the
elopement off the facility's property for one
resident (#11) of sixteen residenis reviewed. The
facility's failure to prevent the elopement (ofi the
facility property) placed resident #11 at risk for
harm and in Immediate Jeopardy.

The Administrator, Assistant Administrator, and
the Director of Nursing were notified of the
immediate Jeopardy and Substandard Quality of
care on Oclober 6, 2010 at 3:30 p.m., in the
Administrator's office.

The Immediate Jeopardy was effective from
September 12, 2010, through October 6, 2010,
and was removed on QOctober 6, 2010, based
corrective actions implemented and verified
through observations, interviews, policy review,
and verification of staff in-service on site by the
surveyor on Ocfober 7, 2010. Non-compliance
continues at a "D" (no harm with potential for
maore than minimal harm that is nof an Immediate
Jeopardy) level for monitoring of corrective
actions,

The findings included:
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Upon return to the facility the
resident was immediately placed
on one-on-one supervision on
09-12-10. The medical director,
mental health nurse practltionexn,
and mobile crisis were each
notified for an assessment, All
door alarms were checked by the
maintenance worker on 09-12-10
following the elopement to ensune
the equipment was functioning pyoperly,
All residents were re—evaluated
for elopement potential by
assistant director of nursing, L.P.N,
and assisting L.P.N. on 10-08-1q. -
There were seven residents on
the elopement risk assessment
program on 10-08-10, upon
re—evaluation of all residents
for elopement risk, four
realdents remained on the program.
Also upon re—evaluation for
elopement potential, additional
individualized interventions wexe
placed for those residents at hdlgh
risk. Example: resident #583
received yellow shoe laces and
yelloy designed tape on head of
bed and on wheelchair to alert
staff of elopement potential.
The elopement monitoring forms
were revised on 10-08-10 to refllect
every one hour visual checks to
be completed by C,N.A. (see
attachment D) All scaff were
in-serviced on elopement policy
and procedures on 09-23-10 by
continue to next page...,.. i
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assistant administracor. (see
attachment E) . An elopement dril]

Resident #11 was admitted to the facility on - was performed on 10-08-10 by
September 2, 2010 with diagnoses inciuding the safety officer, C.N.A. .
Dermentia, Schizophrenia, Chronic Obstructive All staff participating completed
Pulmonary Disease and Manlc Depressive the drill successfully, (see
Psychosis. attachment ¥) The frequency of
elopement drills was increased to
Medical record review of the Minimum Data Set monthly alternating shifts (see
dated September 15, 2010, revealed the resident attachment G) Security Equipment
had long and short term memory impairment, had completed an on-site assessment
modified independence with daily decision on (9-13-10 changing all codes
making skills; was independent with ambulation in to access doors. (see attachment H)
the room and required supervision with Security Equipment completed an
ambulation in the haliway. Continued review on-6lt6 asecssment on 10-0R=10
reveal;d the rfasu:ient exhibited \yanderang for potential placement of an
soaming alext syscen. (se
' attachment I),Security Equipment,
Medical record review of the Elopement Risk during the on-site vislt conducted
Assessments dated September 2, September 10, on 10-08-10 altered the exteriol
and September 27, 2010, revealed the resident dootr code system to contlnuously
was at high risk for elopement. gound alarms until codes are
. manually re-entered, Elopement
Medical record review of the interim care plan policy was updated on 10-11-10
revealed the resident was at risk for elopement to reflect the changes in the
and the facility had care planned to provide for elopement procedures. The
safe wandering, involve in activilies, redirect elopement policy and procedure
resident and evaluate exit seeking behavior to was approved by the board of
determine cause/patiern. directors on 10-11-10 and revieved
i by the medical director on
| Medical record review of the Nurse's nole dated :
September 3, 2010, at 1315 (1:15 p.m.) revealed 10'-22*-110'(5% abtachment: ) & -
resident agitated trying fo exit building out all of Vioual, checkswill be conpleteit|by.
exlt_s.Nurse I?-'ractll;loner nuhﬂed..;‘has been a designated CiNVA.-to include the
redicected (with) somaislioess.., exact locatlon and activity of
Medical record review of the documentation of the resident at. the tima of the|chack..
every 15 minutes checks dated September 3, The TULHE, LM, WL el
continue to next page ...iauas
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2010, revealed the resident was placed on every the location of the resident ani
! fifteen minute checks and the checks have verify the documentation hourly
continue through October 7, 2010. IE)' infzti&lly thg Q15 ii‘r;t)ltef;he Lk
orm (see attachment A- effective
Medical record review of the Nurse's note dated .10-25-10, If the desipnated C.NlA.
September 4, 2010, at 0900 (9:00 a.m.) revealed is unavallable to complete the
"...res (resident) appears very anxious. Standing Q15 minute visual check and
(with) both arms crossed speech clear. Refused documentation he or she must
to allow this Nurse to touch and assess (resident) report to the nurse, L,P,N, for
at tfﬂs time. Res attempted to go out 100 hgll door designation of coverage. The _
X (times) 2 and lobby door x1 this a.m. Redirected quality assurance director, L.P|N,
(with) success (after) several attempls... will complete random visual chegks
of each resldent and documentatlion
Medical record review of the Nurse's note dated for the mext cthirty days then—_ .
September 4, 2010, revealed "...at beginning of mo“t_hly 5ur [ERLEE witiitlis Zad
shift was going to doors and sounding alarm. quarterly thereafter to ensure
| Resident out 300 hall (at) one point sitting on compliance with the Q15 minute
{ bench, Nurse had to encourage res to come back visual checks and report findings
in building. Rsd (resident) came back in and then to the quality assurance commitpee.
to dining room...rsd did not exhibit any (increase) The quality assurance director,
agitation..." L.P,N. will evaluate 100% of refidents
monthly, consldered high risk
Medical record review of the Nurse's note dated for elopement, Any concerns
September 6, 2010, 1600 (4:00 p.m.) revealed related to the findings will be
“Rsd went out 100 hall door and followed by CNA reported dmmediately to the
(Certified Nursing Assistant) rsd went around to director of nursing, R,N, by the
front of building and sat on picnic table. CNA's quality assurance director, L.P|N,
and Nurses out to assist (with) getling rsd back in The safety officer, C.N.A, will
building. After silling at table for 10 minutes rsd complete weekly visual inspectipns
felqrned to inside of buﬂdlr}g...Upon relurnlpg of 100%Z of residents identified
inside of building resd (resident) cont (continued) at high rigk of elopement. The
to go from doar to door pushing on doors.
Explained to rsd ihat (resident) could not be satety officer, G,N.A, will
St Alang. rﬁporu any neided chanigs *{:of
the current elopement ldentification
Medical record review of the Nurse's note dated system to the director of nursipg, R.N.
September 8, 2010, at 0800 (8:00 a.m.) revealed and quality assurance director,|L.P.N,
"medicated with PRN (as needed) Ativan | immediately.
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; (medicalion used for anxiety) d/t (due o)
(increased) agitalion pacing, going to exit doors
and difficult to redirect...”

Medical record review of the Nurse's note dated
September 9, 2010, at 0700 (7:00 a.m.) revealed
" ...attempting to go out 300 hall door sounding
alarm. When this Nurse attempted to redirect
back to room rsd became agitated. Yelling out
and cursing. Assisted rsd into DR (dining room)
for breakfast. Gave po (by mouth) prn Ativan..."

Medical record review of the Nurse's note dated
September 11, 2010, revealed "...Resident
ambulating up and down halls quite frequently this
shift. Attempling to open front door 200 hall door
and 400 hall door. Staff was able to redirect
resident successfully, Resident displayed (no)
signs of increased agitation (with) staff this shift."

Medical record review of the Nurse's note dated
September 12, 2010, at 1805 (6:05 p.m.)
revealed "A resident (good samaritan) of Van
Buren County (witness #1) nofified staff member
of a strange...man whom...believed to be a
resident of this facility waiking along side the
court house, Code Forrest (code to aler staff to
potential elopement) initiated immediately,
Residenl (#11) not to be found in the facility. Law
‘ enforcement and rescue squad notified. Licensed
1 Practical Nurse #1, Environmental Services
 employee #1, and Certified Nursing Assisted #1
left facility via personal vehicle to search for
resident. The remaining staff searched grounds.
(witness #1) returned resident to facility per
personal vehicle. Head o toe assessment
corplete. Resident's status unaltered d/t (due to)
elopement...Resident stated ‘1 was going home to
my mother'. Resident placed on (one on one )

FORM CMS-2567(02-09) Previous Verslons Obsolele Event 1D; GNKL11 Facilily ID: TNBBO1 If continuallon sheel Page 10 of 20



Ucl. 28, U010 3031FM No, ¥50Y Fo 1978

PRINTED: 10/16f2010
DEPARTMENT OfF HEALTH AND HUMAN SERVICES FORM APPROVED

__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

| STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING &
A45388 ' 10/07/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
87 GENERATIONS DRIVE
GENERATIONS CENTER OF SPENCER
SPENCER, TN 38585
41D | SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION {5y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFRIATE DATE
DEFICIENCY)
F 323 Continued From page 10 F 323

care per staff." Continued review revealed the
Assistant Administrator, Director of Nursing,
Social Services, Physician and responsible party
were notified.

Review of the Elopement Policy revealed
"...Code Forrest will be the code to alert staff of
potential elopement..."

Medical record review of the documenlation of
every fifteen minute checks dated September 12,
2010, revealed the resident was documented as
"walking" (within facility} at 6:00 p.m. and 6:15
p.m.,at 6:30.p.m., "left the building", Continued
review revealed at 6:45 p.m. "found and back in
building..."

Review of the facility investigalion dated
September 12, 2010, revealed " ...(no) injuries
noted, Alarms checked and verified ensure
working. Resident on elopement program. NP
(Nurse Practitioner) seen on Monday for eval
(evaluation) and med (medication) review..."

Review of the environmental checks
documentation to include door alarm checks
dated September 12, 2010, through September
18, 2010, revealed on Septerber 12, 2010, the
door alarms were checked every two hours and
documented as functioning.

Medical record review of the documentation of
one on one ohservalion revealed the resident was
placed on one on one observation on September
12, 2010, (after elopement} at 10:00 p.m. through
| September 15, 2010,

b ; ; s

i Medical record review of the Social Services
i notes dated Sepiember 13, 2010 through October;
H |
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11,2010, revealed multiple attempls were made to
find alternate placement for the resident,

Medical record review of the Nurse's note dated
September 13, 2010, at 1800 (6:00 p.m.)
revealed "...attempling to exit facility through
doors x 3, Resid (resident) redirected x2 staff
effective (at) this time..."

Medical record review of the Mental Health Nurse
Praclitioner note dated September 13, 2010,
revealed "..Will add Haldol (antipsychotic
medication) IM (infcamuscular) every two weeks,
increase Neurontin to 600 mg (milligrams) bid
(twice a day) for mood, and Kionipin 1 mg at 8am
and 4pin__ "

Medical record review of the Physician's order
dated September 13, 2010, revealed "D/C
(discontinue) Ativan (at) 8am (and) 1pm. Klonipin
1mg (at) 8am (and)ipm.”

Medical record review of the care plan dated
September 15, 2010, revealed the resident was
al risk for elopement and the facility had
implemented "...Assist In orientation to facility and
room with verbal cues. Encourage group activities
and attempt lo keep occupied. Monitor resident's
location with frequent visual checks. Put familiar
items in resident's room to assist (resident) in
identifying (resident's) room..."

Review of the facility safety committee meeting
minutes dated September 16, 2010, revealed
“..addition of tint to windows an the doors to draw
less attraction to exit doors..."

Medical record review of the Nurse's note dated
September 18, 2010, revealed "...rsd (resident)
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was at exit doors pushing on them. Did go out
door x1. Red passed in hallway several times and
required redirecting to room..."

Observation on October §, 2010, at 11:00 am _,
revealed the resident asleep in bed with a yellow
bracelet on the wrist and a balloon altached to the
resident's door.

Interview with the Director of Nursing and the
Assistant Administrator on October 5, 2010, at
11:00 a.m., in the Director of Nursing office,
confirmed on Septernber 12, 2010, a litle after
6:00 p.m., received a call from staff that the
resident had eloped. Confinue interview
confirmed Code Forrest was initated by staff after
witness #1 reported fo the staff a resident was
seen off the property. Further interview confirmed
the staff on duty were interviewed and denied
hearing a door alarm, and confirmed nao writien
staff statements were obtained prior to October 5,
2010. Continued inlerview confirmed the resident
was refurned to the facility by witness #1 and was
found without injuries.

Interview with Social Services on October 5,
2010, at 12:30 p.m., in the Director of Nursing
Office confirmed multiple attempts have been
made for alternate placement but have been
unsuccessiul,

Interview with LPN (Licensed Practical Nurse) #1
(on duty at the time of the incident on September
12, 2010) on October 5, at 2;00 p.m.,, in the
Director of Nursing office, confirmed on
September 12, 2010, Environmental Services
employee #1 reported the resident got out of the
building. Continued interview confirmed Code

i Forrest was initiated, the Director of Nursing and
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police were notified, and denied hearing any door
alarm sound.

Interview with Environmental Services employee
#1 on Qctober §, 2010, at 2:15, p.m., in the
Direclor of Nursing office confirmed on
September 12, 2010, Environmental Services
employee #1 heard witness #1 report resident
maybe off the property. Continued injerview
confirmed all door alarms were checked at 6:00
p.m., as documented on the environmental
checks documentation, and upon notification of
the elopement Environmental Services employee
notified CNA #2, and all door alarms wera
checked again and a gate on the grounds outside
of the 300 hall was unlatched.

Interview with Cerlified Nursing Assistant #1
(assigned to the resident at the time of the
incident on September 12, 2010) on Cctober 5,
2010, at 2:25 p.m., with the Direclor of Nursing
present, in the Director of Nursing's office
confirmed, CNA #1 was assigned lo the resident,
and was aware the resident required every fifteen
minute checks due to exit seeking behavior,
Continued interview confirmed CNA #1 made a
visual check documnented at 6:00 p.m; however,
CNA #1 was assigned to the dining room and the
and did not make a visual check as documented
at 6:15 p.m. Further interview confirmed a Code
Forrest was initiated and CNA #1 assisted in the
search for the resident.

Telephone interview with LPN #2 (on duly at the
time of the incident on September 12, 2010)
Octlober 5,2010, at 7:15 p.m., confirmed
September 12, 2010, the resident did elope from
the facility property. Continued interview

F 323
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; confirmed a Code Forrest was initiated and LPN
#2 and two other employees got in private vehicle

'l to search for tha resident. Further interview

| confirmed no door alarm was heard.

Telephone interview with wilness #1 on Oclober
6, 2010 at 8:20 a.m. confirmed on September 12,
2010, while driving witness #1 noticed a male
walking down the sidewalk. Continued interview
revealed witness #1 thought it might be a resident
from the facility and witness #1 went to the facility
and nofified staff (unsure name of staff),
Continued interview confirmed witness #1
returned o their private vehicle and drove down
the road and found the resident walking on the
side of the road, (about ¥z mile frorm the facility)
called the resident by name, and the resident got
into the vehicle and was returned fo the facility.
Further interview confirmed from that
approximately 15 to 20 minutes had elapsed from
the time witness #1 saw the resident walking until
the residenl was returned to the facility.

Interview with the Safety Officer on October 6,
2010, at 9:25 a:m. in the office, revealed the
Interdisciplinary Safety Committee met on
September 18, 2010, the elopemenl was
discussed and the committee recommended
tinting of the windows on the doors.

Telephone interview with CNA #3 (on duty
September 12, 2010) on Oclober 6, 2010, at
10:00 a.m., confirmed on Seplember 12, 2010, a
Code Forrest was initiated after witness #1
notified the facility of the elopement, and Certified
Nursing Assistant #3 got in vehicle to assist in
searching for the resident. Continued interview
confirmed Certified Nursing Assistant #3 did not
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hear a door alarm.

Telephone inlerview on October 6, 2010, at 10:15
a.m. with CNA #4 (on duty at the time of the
incident on September 12, 2010) confirmed
Environmental Services employee #1 came to the
dining room and reported to Certified Nursing
Assistant #4 that a resident had been seen up at
the court house. Continued interview confirmed
the elopement was reported to LPN #2, Further
interview confirmed CNA #4 did not recall hearing
a doar alarim sound.

Observation of the elopement site and interview
on Qctoher 6, 2010, at 11:00 a.m., with the
Director of Nursing and the Assistant
Administrater confirmed the resident went
approximately ¥ to % of a mile from the facility
property. Further observation revealed two
intersections between the facility and the location
the resident was located. Continued observation
revealed 5 cars passed through the intersection in
a 7 minute period.

Interview with the Administrator, Assistant
Adnrinistrator and the Director of Nursing on
Oclober 6, 2010, at 1:00 p.m., in the
Administrator's office, confirmed the resident was
placed on every fifteen minute checks beginning
Septernber 3, 2010, related to exit seeking
hehaviors. Continued interview confirmed on
September 12, 2010, the resident eloped off the
facility property without staff knowledge and staff
were made aware of the elopement by witness
#1, the resident was gone appraximately 20
minutes before being returned to the facility by
witness #1, and upon return resident #11 was
placed on one on one supervision for 48 hours.
Further interview confirmed the facility had
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implemented the following interventions after
resident #11 eloped: the alarm company changed
the key pad codes for all exit doors on September
13, 2010; Mental Health Nurse Pragtitioner
evaluated the resident on September 13, 2010,
and ordered medication changes; Social Services
: began looking for alternate placement on
Seplember 13, 2010; all staff in-service on
elopement was conducted on September 23,
2010; the facility began tinting of the exil door
windows on the week of Septernber 24, 2010,
and completed the tinting on October 5, 2010;

the residenls identified at risk for elopement were
reassessed by October 6, 2010; beginning
October 5, 2010, all nursing staff were in-serviced
1 oh documentation and every fifteen minute

i checks until 100% all nursing staff have been
inserviced prior to returning to work the next
scheduled shift.

The facility's corrective actions were confirmed
through observation, documentation review, and
interview of multiple staff to remove the
Immediate Jeopardy.

Observation on Octoher 6, 2010, with the Director

of Nursing at 11:15 a.m,, revealed all residents

- indentified at risk for elapement had a yellow
bracelet on the wrist and a balloon on the

residents' room doors as per the facility

elopement policy; exit doors were tinted and

alarms were functioning.

Review of the Elopement Risk Assessments for
the residents indentified at risk for elopement
were updated by October 6, 2010.

Review of in-service records revealed all staff
were in-serviced on elopement on September 23,

FORM CWS-2557(02-99) Previous Verslons Qbsolele Evenl ID: ONKL11 Facillty 10: TNB601 If continuafion sheel Page 17 of 20




Uet.

8. 2010 3i32FM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 9509  F.

117y

PRINTED: 10/15/2010
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES
AMD PLAN OF CORRECTIOM

(X1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

445388

(X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING &
) 10/07/2010

NANME OF PROVIDER OR SUPPLIER

GENERATIONS CENTER OF SPENCER

STREET ADDRESS, CITY, STATE, ZIP CODE
§7 GENERATIONS DRIVE

SPENGER, TN 38585

(%4) 10
FPREF1X
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN QF CORREGTION
(EACH CORRECTIVE ACTION SHOULD RE
CRQSS-REFERENGED TO THE APPRUFRIATE
OEFICIENCY)

10
PREFIX
TAG

{%5)
COMPLETION
DATE

F323;

F 514
88=D

Continued From page 17
2010, and in-setvice for all nursing staff on

documentation and every fifteen minute checks
began on QOctober 5, 2010.

Muttiple staff including environmental services
and Nursing staff including LPN's, RN's
(Registered Nurses), CNA's an multiple shifts
were interviewed from October 5, 2010, through
October 7, 2010, and confirmed they have been
in-serviced on interventions and manitoring to
prevent elopement, accurate documentation and
visuzl observation for monitoring wandering
residents when completing every 16 minute
checks.

Verification of the facility's interventions was
completed by record review, observation and
interview October §, 2010, through October 7,
2010, to confirm the facility had removed the
Immediate Jeopardy (A situation in which the
provider's noncompliance with one or more
requirements of participation has caused, oris
likely to cause, serious injury, harm, impairment,
or death to a resident) from a “J" level to "D" level
(no actual harm wilh potential for more than
minimal harm that is not an Immediate Jeopardy)
effective October 6, 2010, and noncompliance
continues at a "D" [evel.

C/OTN00026809
483,75(1)(1) RES

RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
siandards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

F 323

POC #2

The requirement 1s not met as
evidenced by: the facility fail:
to maintain an accurate medical
recoxrd for ome resident, #i1,
of sixteen resident’'s reviewed.
On 10-08-10 C.N.A. #1 was places
on unpaid leave pending investig
by the director of nursing, R.N

F 514

--------

continue to next page
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Upon completion of the investigation

The clinical record must contain sufficient into her documentation, 10-13-1Q,
information to identify the resident; a record of the C.N.A. {1 was re-educated on
resident's assessments; the plan of care and documentation standards, elopemefnt
services provided; the resuits of any procedures, falsification of
preadmission screening conducted by the State; documentation and potentlal legal
and progress notes. implications, An in-service on

documentation standards was completed
. . . on 10-05-10 and 10-06-10 by the
This REQUIREMENT is not met as evidenced S slsvanE MVESESE oF Hutelng, oA,
by: ) ; ) . (see attachment K)}The titles of
Based on medical record review and interview, the employees lnserviced on
the facility failed to maintain an accurate medical dsmisenEatisn grangusds o cante
record for one resident (#11) of sixteen resldents " " pit it
: L.P.N,'s and R.N."s A secondary

reviewed. in-gervice was completed on 10-22-10
The findings included: to include all staff on documentlation
standards., The quality assurance
Resident #11 was admitted to the facility on director, L.P.N. will interview
September 2, 2010, with diagnoses including 10% of staff monthly to ensure
Dementia, Schizophrenia, Chronic Obstructive the maintenance of a working
Pulmonary Disease and Manic Depressive knowledge of documentation standards
Psychosis, for no less than six months and
present findings to the quality
Medical record review of the Nurse's note dated assurance committee, All new
September 12, 2010, at 1805 (6:05 p.m.) hires will be orientated on
revealed "A resident of Van Buren County documentation standards and legall

(witness #1) notified staff member of a
strange...man whom (resident of Van Buren
County) believed to be a resident of this facility
walking along side the court house. Code Forrest
(missing resident procedure) initiated
immediately. Resident (#11) nol to be found in the be.conpleted quartecly on

facility. Law enforcement and rescue squad maintenance of accurate medical
notified. Licensed Practical Nurse #1, records and documentatlon by
Environmental Services employee #1, and the director of nursing.

Certified Nursing Assisted (CNA) #1 teft facility
- via personal vehicle to search for resident. The
remaining staff searched grounds. Resident of

implications of falsification of
documentation by the human !
resource director, L.P.N. (see
attachment C)An in-service will
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E Van Buren County returned resident (#11) to

¢ facility per personal vehicle, Head to toe
assessment complete. Resident's status
unaltered dit (due to) elopement...Resident stated
‘I was going home to my mother.' Resident placed
on (one on one) care per staff." Continued review
revealed the Assistant Administrator, Director of
Nursing, Social Services, Physician and
responsible parly were notified.

Medical record review of the documentation of
every fifteen minute checks dated September 12,
2010, revealed the resident was documenled as
“walking" (within the facility) at 6:00 p.m. and 6:15
p.m. Continued review revealed at 6:45 p.m.
"found and back in building,.."

Interview with CNA #1 (assigned to the resident at
the fime of the incident on September 12, 2010)
on October 5, 2010 at 2:25 p.m., with the Director
of Nursing present, in the Director of Nursing's
office confirmed, CNA #1 was assigned to the
resident and was aware the resident required
every fifteen minute checks due to exit seeking
behavior, Continued interview confirmed CNA #1
made a visual check documented at 6:00 p.m.;
however, CNA #1 was assigned to the dining
room and did not make a visual check as
dosumented at 6;15 p.m.

Interview with the Director of Nursing in the
Director of Nursing's office, on Oclober 5, 2010,
at 2;40 p.m. confirmed the medical record was
not accurate.

‘| C/OTNQ0026809
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